To assess the result of a treatment in a patient with respiratory impairment the physiological tests should be appropriate and applied in a standard manner by the same technician with the patient in a stable condition. The tests should also be applied to a control group who should differ from the treatment group only in respect of the treatment which is to be assessed. The assessment should be preceded by a full clinical history including a smoking and occupational history. A stable condition is present when tests performed six weeks apart, with the first not less than six weeks after the end of an acute episode, yield essentially the same result.
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The procedure should start with the three essential tests listed below and these should be followed by additional tests where these are indicated. The simple exercise test should be a progressive one performed on a cycle ergometer with the rate of work increased at the rate of ten watts per minute up to the maximum which the subject will tolerate. The measurements should include the maximal oxygen uptake which will usually be symptom-limited. This test is of particular use for study of the effects of exercise training. For assessment of diaphragmatic training the work of breathing is sometimes useful.
Tests which are only of limited usefulness include the flow volume curve, the mixing indices, the closing volume, which has a poor reproducibility, and the compliance whieh is always reflected in the pulmonary volume.
The results should usually be interpreted in terms of changes from the initial values but if necessary from those for a reference population. The resulting estimate of respiratory impairment is not always correlated with disability, which is determined in part by general, medical, environmental and ergonomic factors; these also need to be taken into account.
DISCUSSION
Dr B D W Harrison said that for study of the effects of exercise training, the ability of the subject to walk down a corridor more nearly reflected the subjective improvement than did the symptom-limited maximal oxygen uptake or the FEVi ,o-Dr D Denison recommended measuring the airways 'resistance on expiration especially in circumstances where dynamic compression was a prominent feature; he found the full flowvolume curve measured on both inspiration and expiration to be particularly useful for the appraisal of airways obstruction. Mrs C Bevan said that the response to bronchodilator drugs should be assessed over a full hour; five minutes might be sufficient in an asthmatic, but some other patients with respiratory impairment responded much more slowly. Dr De Coster, replying to a question why physiological indices were needed, said that they were more reproducible than the subjective indices,; they were also of help in devising improved procedures for treatment.
